and the amount of time elapsed since the inciting event age (ie, whether they are acute, subacute, or chronic) (Meagher, 2004) .
Acute subdural hematoma is commonly associated with extensive primary brain injury. In one study, 82% of comatose patients with acute subdural hematomas had parenchymal contusions (Kotwica, 1993) . Presentation varies widely in acute subdural hematoma. Many of these patients are comatose on admission. However, approximately 50% of patients with head injuries who require emergency neurosurgery present with head injuries that are classified as moderate or mild (Glasgow Coma Scale scores 9-13 and 14-15, respectively). Many of these patients harbor intracranial mass lesions (Meagher, 2004) and (Kotwica . et al., 1993) .
Otherwise, chronic subdural hematoma is commonly associated with cerebral atrophy, occur in the elderly after apparently insignificant head trauma. The incidence of chronic subdural haematoma (CSDH) increases with age, and after 70 years (Foelholm, 1975) .
Cortical bridging veins are thought to be under greater tension as the brain gradually shrinks from the skull; even minor trauma may cause one of these veins tear Slowbleeding from the low-pressure venous system often enables large hematomas to form before clinical signs appear. Chronic subdural hematoma is a common treatable cause of dementia. A minority of chronic subdural hematoma cases derived from acute subdural hematomas that have matured (ie, liquefied) because of lack of treatment (Morinaga et al., 1995) and (Atkinson et al. 2003) .
Surgical evacuation of hematoma is indicated in patients who clinically deteriorate or do not improve in medical treatment. Surgery can bring a rapid clinical improvement with a favourable outcome in over 80 % of patients (Foelholm et al., 1975) . However, the most effective surgical technique is uncertain. The three most common techniques are twist-drill craniotomy (TDC), burr hole craniotomy (BHC) and craniotomy. TDC involves making a skull opening of < 5 mm and can be performed at the bedside. BHC and craniotomy are performed in the operating theatre; the former involves making one or two holes <30 mm in diameter in the skull, whereas craniotomy is generally defined as creating a >30-mm diameter bony defect which is replaced at the end of the procedure and (Almenawer , 2014).
There is controversy among neurosurgeons regarding whether double burr hole craniostomy (DBHC) is better than single burr hole craniostomy (SBHC) in the treatment of chronic subdural hematoma (CSH), in terms of having a lower revision rate (Belkhair, 2013) . The number of burr holes used depends on individual surgeon preference . A recent large UK audit did not demonstrate number of burr holes as an independent risk factor for CSDH recurrence ; Almenawer, 2014) and . Perhaps the surgical method should be a single burr hole, reducing operating time and potentially morbidity. Crucially, this may also permit the procedure to be performed under local anaesthetic, an attractive option in patients with cardio-respiratory morbidity. This hypothesis needs to be formally tested . In this situation, current study try to compare single versus double burr hole drainage in treatment of chronic subdural haematoma to observe the outcome among the patients with CSDH.
Keyword: Chronic subdural hematoma, Cerebral atrophy, Head trauma, Surgical evacuation, Arachnoid membrane, Burrhole.
Materials and methods: Study design:
This study was a prospective intervention study. 
Place of the study:

Discussion:
Although Burr hole surgery is a lifesaving procedure. Though the controversy exists about patient selection, timing of the procedure, single or double burr holes as the mode of surgery of choices in many cases depends on surgeon's choice. However, there are no clearly defined indications or specified guidelines for patient selection and timing for the procedure or mode of surgery.
This observational study followed the 60 patients who undergone single burr hole or double burr hole surgery in chronic subdural hematoma selected according to inclusion and exclusion criteria.
A total of 60 patients were included in this study, they were divided into 6 age groups. Age range was 25 to 96 in single burr hole group and 23 to 100 in double burr hole group. It was observed that majority, 11patients were from 41-50 years of age in single burr hole group whereas double burr hole treatment was given in 61-70 years of age. The mean age was found 55.9±5.5years in operative group and 66.1±6.2 years in double burr hole group. In one retrospective study, three hundred twenty-two patients underwent burr-hole craniotomy for CSDH in 399 surgical procedures. The mean age was 76 ± 7.9 years. There is a growing importance as the number of elderly people in the population is increasing steadily. In one other study in USA American population above 65 years of age will double by 2050, and more people will present to neurosurgeons for treatment for subdural hematomas (SDH) (Stippler, 2013) .
Among the 60 patients in the study it was observed that majority, 18 (60.0%) patients were male in group A and 21 (70.0%) patients were male in group B. A male predominance was observed in both groups. In other study findings was observed. The study shown average length and width of male cranium were larger than those of fema cranium. The radius of the left side was slightly larger than that of the right side in all groups except group of CSDH male. Although the length and width of the male groups were larger than those of the female groups. However, the difference of cranium (Dc) was significantly higher in patients with CSDH (p=0.03) (Jae-sang Oh. et al., 2014).
In current study, it was observed that 20 patients from group A had HTN. In group B 22 patients had HTN. More than one comorbidity, observed in 10 patients in Group A and 13 patients in Group B as the majority patients are elderly.
Of the 157 eligible patients, 42% (66/157) were e"80 years of age. Although 30% of patients had no recorded trauma, 54% experienced a fall before hospitalization. Twenty-six percent (47/157) of patients had been on antithrombotic therapy (14 on coumadin, two on heparin, 31 on antiplatelet agents, one on both coumadin and an antiplatelet agent) (Curtis, 2007.) . The number of patients in group A 12 (40%) and in group B 13 (43.3%) were unconscious at the time of presentation. It was observed that 6 (20.0%) patients in group A and 8 (26.7%) patients in group B presented with vomiting. It was also observed that 9(30.0%) patients in group A and 12(40.0%) patients in group B presented with respiratory distress. In one study findings, Sixty percent of patients had no focal neurologic findings (Curtis, 2007.) .
In this study, no patients of GCS 3 were included in the study. It was observed that 7 (16.7%) patients had GCS 9 in group A and 6 (20%) in group B had GCS 9. In group A GCS score was 5-13 (11 ± 2) In one study, the researchers found following observations. The symptomatic CSDH proven by CT scan that were treated in the institute between January 2002 and January 2009. All patients were treated by an enlarged single or double burr hole drainage. A subdural drain was placed in all cases. A total of 245 patients were included in the study.
Limitation:
Sample size was small.
